In discussing the question of the treatment of tuberculous laryngitis by suspension laryngoscopy I shall speak of this procedure only as it applies to my own work, I realize full well that while I am able to do 'my very best work with the larynx exposed by suspension, some others more accustomed to expose the larynx for endolaryngeaI operations in a different way can do work equally well and with just as favorable resuIts. I am fully convinced that each of us should perform endolaryngeal operations by the method with which we are most expert.
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Using proper precautions, endolaryngeal operations may be performed upon the tuberculous larynx by suspension without detriment to a coexisting quiescent pulmonary condition. At least, the lung experts who keep our patients under observation cannot detect deleterious results.
During the earlier third of my laryngologic career I operated my cases of tuberculous laryngitis by indirect laryngoscopy; and during the latter third by suspension laryngoscopy and direct laryngoscopy. It is certain that during the middle third results secured were much better than those of the first, and those secured during the latter third are much better than the results of treatment during the second period. This improvement in results is not entirely due to a change in the method of doing the endolaryngeal work. However, suspension laryngoscopy helped very much.
One-half of our cases today receiving galvanopuncture, curettage, etc., have the work done by direct laryngoscopy. In my hands these patients do not get as good resuIts as those *Read before the forty-third annual congress of the American Laryngological Association, Atlantic City, N. J., May 30, 1921. that are suspended. It is quite impossible for me to do as accurate work by direct laryngoscopy as by suspension. I have done many more endolaryngeal operations by the direct method than by suspension. I cannot place my cautery or knife as accurately by the former as by the latter method, neither can I protect the larynx so well from the cautery point. As to whether the patient is to be suspended or treated by direct laryngoscopy we will discuss later.
Unless there is some contraindication to its use, suspension laryngoscopy is to me the procedure of choice for endolaryngeal operations on the tuberculous larynx. The well illuminated larynx is thoroughly exposed. Both hands of the operator are free. He may have in one hand a spatula to expose better or to protect a certain area in the larynx, and in the other his galvanocautery point, punch or curette. He is at libert» to turn to his instrument table and select, if necessary, a different instrument without interfering with his work. He may take in his left hand a laryngeal speculum and expose the upper end of the trachea, the anterior commissure or the interarytenoid space, leaving his right hand free for operative work on the part exposed. There is no hurry. I frequently demonstrate the patient to sixteen students' without the patient objecting. If there is any inconvenience from the suspension it is during the first few minutes: The patient who is suspended the first time may feel that he is suffocating. The tuberculous case is particularly favorable for suspension. The emaciated neck makes the procedure a very easy one.
Suspension laryngoscopy in laryngeal tuberculosis is indicated only in children old enough to be controlled and in adults. The use of a general anesthetic in this class of cases should not be considered. This prevents suspension laryngoscopy with young children. The work is done under local anesthesia. There is no excuse for loosening teeth. I frequently attach the tooth clips to a dental bridge, using a lead protector. There should not be the slightest danger of jaw fracture. The patient should be rapidly suspended, using every precaution for the patient's comfort. To get a good view it is not necessary to separate the jaws widely. Separating the jaws too widely may add to the patient's discomfort. It is not always necessary or advisable to bring the anterior commissure into view. It is never necessary to riase the patient's head from the table. Once suspended there is no reason for hurrying with the patient.
The anesthesia: Morphin:4 grain, atropin 1/120 gr., is given twenty minutes preceding the operation. Ten per cent cocain is applied to the epiglottis and larynx, using a cotton swab. The swab is held in contact with the epiglottis and cords until all tendency to gagging disappears.
Immediately following the operation the patient is placed in a croup tent for six hours. We have never had a postoperative edema or hemorrhage of any consequence following the removal of the epiglottis of endolaryngeal operation on a tuberculous larynx by suspension. We have had marked edema following endolaryngeal operations by the direct method and hemorrhage following the remova lof the epiglottis without suspension. Suspension prevents these sequel<e by permitting of exact incision and cauterization when operating in the larynx and so thoroughly exposes bleeding points that they may be properly handled.
For amputating the epiglottis suspension laryngoscopy is the procedure of choice. Under local anesthesia, using the short Lynch tongu'c spatula, the epiglottis is distinctly exposed. It is grasped with a tenaculum forcep and, using a Lynch knife, cleanly severed at its base. I have not noted any hemorrhage of importance following this procedure. It requires but a short time.
Sometimes the shortest laryngeal spatula is too long. I then substitute the long clips used by Lynch with his tooth plate for the short clips. This brings the spatula forward on the tongue and gives a better exposure, This is more often necessary when working on the lingual tonsil by suspension.
It is not within the province of this paper to discuss the indications for endolaryngeal surgery in tuberculous laryngitis.
I will try to outline my conception of the conditions under which suspension laryngoscopy should be used and try to indicate the class of cases in which it has seemed to us to be particularly beneficial.
From July, 1919, to April 5, 1921, we had in our service 143 cases of tuberculosis of the larynx. Seventy-three re-ceived operative treatment, 37 were operated upon by direct laryngoscopy, and 36 by suspension. Dr. Scarborough, who is in charge of these cases, reports of those suspended all but a few secured improvement, most of them marked improvement, and a considerable number apparently recovered. The 37 cases are those who never were operated endolaryngoscopically except by the direct method. If we would compare the number of endolaryngeal procedures by direct laryngoscopy with those by suspension in the forty or more cases of laryngeal tuberculosis that we have under our care we would find that the number of operations by direct method would be several times greater than that by suspension. Included in the 36 cases ssupended are all cases who had suspension perhaps only once. Most of our cases have work done on the larynges by direct laryngoscopy before the pulmonary expert considers them sufficiently quiescent for suspension laryngoscopy. After the first suspensiori most patients tell me that the suspension is not particularly disagreeable. Some patients seem always to have much subjective discomfort. As long as there is no pulmonary or systemic reaction we are not concerned with this. Suspension laryngoscopy, at least the first time it is used, is a decided strain on most patients, and there is greater chance of a reaction following its use than that of direct laryngoscopy. The decision as to whether th~operation is to be performed by direct laryngoscopy or suspension is made by the pulmonary expert. He approves of suspension for those cases who can have the endolaryngeal work done in this way without much risk of a reaction. The suspension in our hands gives the best results, and if it can be used without detriment to the patient it is the method of choice. It is particularly desirable to suspend those cases needing cutting and curetting operations.
Early in our work several cases had reactions lasting for several days. Dr. Scarborough tells me these were of no importance and that no case has had a serious setback because of suspension. During the last year the reactions following suspension have been eliminated almost completely if not completely -by a more careful supervision of the cases. A few days ago, because of rather indefinite indications that one of our cases was not doing well, the patient was not suspended.
She had a marked relapse. If she had been suspended this would have been charged to the operation.
Not only are the cases watched and studied carefully before and after suspension by the pulmonary expert, but the laryngologist gives the larynx very careful study. Three days after the operation on the larynx I go over my cases very carefully, noting just what has been the result of cautery or curettage. Then repeated careful examinations are made once a week. The frequency of suspension depends upon the needs of the larynx. Occasionally we have a case when galvanocautery is used under suspension every two weeks. These cases are usually ones that are discharged from the sanitarium whose larynges are scarred, the result of previous operations and the healing process and who have returned for cauterization of suspicious small areas in the larynx.
The patients upon whom we do suspension laryngoscopy are the favorable cases. So many of them do well that we keep them together. Those who do well help the others in carrying out their long period of treatment.
The first essential thing in treating laryngeal tuberculosis by suspension laryngoscopy is to have the patient under the supervision of a pulmonary expert who has authority to say this patient shall or shall not be suspended. Only by such a procedure can serious results be prevented. I never recommend treatment by suspension. I do advise it if the pulmonary expert thinks best. The patient must be examined and approved of by the pulmonary expert eac.h time the patient is sttspended. He must be watched carefully after each suspension. At times I find that so far as the laryngeal picture is concerned that six or eight cases should be suspended the next day. Frequently only one or two appear for the work. The pulmonary expert has not approved of the work being done at this time. Later when conditions are favorable the patient is sent for the endolaryngeal work under suspension..
Our tuberculous laryngitis cases are divided into four classes for treatment: First, those who remain in bed and receive only the simple medication; second, those who may sit up and have applied to the larynx mild astringents and antiseptics; third, those who receive rapid endolaryngeal surgical procedures by direct laryngoscopy; and lastly those who are operated upon under suspension. The pulmonary expert having before him the laryngologist's findings decides in which class the case belongs. He decides whether or not the patient is in condition to have the very careful work done in his larynx which is so beneficial and which can best be done by suspension laryngoscopy. Excepting the cases for removal of the epiglottis all cases suspended have quiescent pulmonary conditions. The endolaryngeal procedures used by direct laryngoscopy are not so extensive as those done in the quiescent cases under suspension. Excepting 'an occasional case whose pulmonary condition is such as to allow them to go home they are all in the sanitarium under the supervision of a pulmonary expert as long as the latter considers it advisable.
While suspension laryngoscopy seems to me to be the ideal condition for the performance of endolaryngeal operations in cases with quiescent pulmonary conditions, it is particularly adapted to the treatment of superficial tuberculous ulceration of the trachea. If these ulcerations are high up, using the laryngeal spatula these cases may be readily cauterized. If situated low down in the trachea a tracheoscope may be passed under suspension and proper treatment instituted.
